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CASE REPORT
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Introduction punctures on the left femoral vein. The tip of one cath-
eter was positioned in the left popliteal vein and the
There is anecdotal evidence that intercontinental air other at the confluence of the left external and internal
iliac veins. From each of the catheters 0.5 mg/h rt-PAtravel is associated with an increased incidence of
deep-venous thrombosis (DVT) and pulmonary emboli was infused. Our patient had a dramatic and spec-
tacular response to thrombolysis. There was completeduring or within 48 h of the long-distance flight. This
condition is known as the economy-class syndrome resolution of all the symptoms and signs in the affected
limb. Thrombolysis was discontinued after 36 h andand may affect the crew and the passengers alike. We
present a patient presenting with limb-threatening repeat phlebography through the infusion catheters
showed that maximum lysis was achieved. There wasphlegmasia caerulea dolens, who was successfully
treated with catheter-directed thrombolysis. a residual tight stenosis of the common iliac vein (Fig.
1), which was negotiated with some difficulty and was
successfully angioplastied with a 12-mm balloon cath-
eter. There was no residual luminal narrowing on repeat
Case Report imaging (Fig. 2). The patient was subsequently anti-
coagulated. A thrombophilia screen was normal and
A 52-year-old lady was admitted as an emergency fol- warfarin was discontinued at 6 months. Follow-up with
lowing a 14-hour flight from Kuala Lumpur, with a dif- venous duplex at four weeks and 12 months showed no
fuse swelling, cyanotic discoloration and pain of the reflux and complete recanalisation of all veins of the left
entire left lower extremity. In addition there was lower extremity. Air plethysmography at 12 months
marked hypo-aesthesia and decreased motor function demonstrated a venous-filling index within the normal
of the left foot. There was no previous or family history range (1.4 ml/s).
of DVT and she was taking no medication. The clinical
diagnosis of phlegmasia caerulea dolens was made and
was objectively confirmed with venous duplex im-
Discussionaging. An iliocavogram, via the right groin, was per-
formed and revealed a normal contralateral iliofemoral
Homans first reported venous thrombosis related tosystem and vena cava. Despite prolonged manipu-
air travel in a 54-year-old physician who developedlation, a catheter could not be placed on the left iliac
DVT after sitting for 14 h in a flight from Venezuelavein from the contralateral femoral vein. Thus, as a vari-
to Boston.1 This condition was first termed ‘‘Economyation to usually described access techniques, throm-
Class Syndrome’’ by Symington and Stack.2 Com-bolysis was given intravenously via two ipsilateral
pression of the popliteal vein resulting in venous stasis,
due to the cramped ‘‘coach’’ position, was initially
thought to be the main aetiological factor.3 Haemo-
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also been implicated.3 The diuretic effect of alcohol
may exacerbate the situation. Landgraft et al.4 in-
vestigated clinical and biochemical changes in 12
healthy volunteers during four simulated 12-hour
flights day and night. Plasma viscosity, haematocrit,
albumin, fluid balance and lower-leg swelling were
measured. He showed no dehydration, but instead
retention of fluid of an average of 1150 ml that cor-
related with the recorded increase of body weight
of about 1 kg. This quantity of fluid approximately
corresponded to the simultaneous swelling of the
lower legs. The increase in lower-leg volume was
significant but not pathological. A weakness of this
study is that it took no account of changes in cabin-
related factors such as decreased air pressure, hypoxia
and low humidity.
While on some occasions the economy class syn-
drome was described in the absence of known risk
factors for thromboembolism, a large number of
patients had risk factors for DVT. These are the use of
oral contraceptives, cigarette smoking, obesity, ac-
tivated protein C resistance, malignancy, cardiac in-
sufficiency and nephrotic syndrome.5–7 Eklof et al.8 in a
series of 44 patients with DVT or pulmonary embolism
during or after air flights of 5–17 h identified the
following risk factors. In 34% of the patients there was
a previous history of DVT, in 25% there was presence
of malignancy or a related chronic disease, 11% gave
a history of recent lower-limb surgery and 9% hadFig. 1. Residual occlusion of the left common iliac vein at the
recent surgery or femoral catheterisation. In our casecompletion of catheter-directed thrombolysis.
it would appear that the predisposing factor for DVT
was the iliac compression syndrome.9
So far, there is only circumstantial and no epi-
demiological evidence connecting air travel with ven-
ous thrombosis. However, the coroner whose
juridiction covered Heathrow Airport in London re-
ported, over a 3-year period, 61 deaths in arriving
passengers. Eleven of these were due to pulmonary
embolism. During the same period of time, venous
thromboembolism was only attributable to one of 28
deaths in those waiting to embark.10 The attitude of
most airlines is that thromboembolism usually de-
velops after the flight and therefore it has nothing to
do with them. As a rule, no advice is given to the
passengers. Further studies are required to pro-
spectively identify the incidence of this condition and
those at risk. The ideal prospective study should ob-
jectively screen a large number of passengers before
and following a prolonged air flight. Such a study is
unlikely ever to be conducted. The population of air
passengers is very heterogeneous in terms of age
and risk factors and disperses very quickly from theFig. 2. A successful angioplasty is performed on the left common
iliac vein. There is no residual stenosis. airports.
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